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New Department of Health Recommendations for
Additional Tuberculosis and HIV Screening of
Sub-Saharan African Immigrants/Refugees

The Centers for Disease Control and
Prevention (CDC) recently identifiedthe
need for additional tuberculosis (TB)
and HIV screening in refugees and
immigrants coming to the United States
from certain countries in sub-Saharan
Africa. CDC reported “serious defi-
ciencies’ in the overseas immigrant/
refugee medical screening process in
somesub-Saharan Africannations. CDC
has also received reports from several
state health departments that refugees
from some of these countries have
entered the United States with medical
conditions—such asinfectious TB and
HIV infection—that had not been
recognized and documented in the
overseas screening process.

In Missouri, approximately 3,000
refugees and 6,000 immigrants arrive
each year from throughout the world,
including persons from sub-Saharan
Africa. Although the annual number of
sub-Saharan Africans coming into
Missouri appearsto berelatively small,
the problems found in the overseas
screening process underscore the need
toprovideadditional medical assistance
totheseindividuals. Consequently, until
further notice, the Missouri Department
of Health(MDOH) strongly recommends
the following:

* Medically evaluate, as soon as

possibleafter their arrival, al refugees
and immigrants from Botswana,

Cameroon, Democratic Republicof the
Congo, Mali, Mozambique, The
Gambia, Uganda, and Zambia. This
processshouldincludeeval uationfor
signsand symptomsof TB alongwith
aMantoux tuberculin skin test.

Reviewthechest X-raysof al refugees
and immigrants from Botswana,
Cameroon, Democratic Republicof the
Congo, Mali, Mozambique, The
Gambia, and Uganda, and repeat those
of substandard quality.

ProvideHIV counseling, andstrongly
recommend voluntary HIV testing, to
all refugees and immigrants from
Botswana, Cameroon, Democratic
Republic of the Congo, Mali,
Mozambique, The Gambia, Uganda,
and Zambia. Additional considera-
tions are the following:

— Itisimportant totry to ensurethat
any child (14 yearsof ageor young-
er)whohasanHIV-infected parent,
or whois sexually active, istested
for HIV infection.

— All pregnant women should rou-
tinely be offered HIV testing.

— Itisprudenttotest any adultrefugee
or immigrant for HIV antibodies
prior to administration of a live
vaccine.

All HIV-infected refugees and immi-
grantsshould, aspart of their medical

evaluation, have a new chest X-ray
(alongwithaMantoux tuberculinskin
test). Notethat thechest X -ray should
beobtainedevenif thetuberculinskin
test result is negative.

All physicians and other medical
providers who care for refugees and
immigrantsfromtheseAfricancountries
arestrongly encouragedtofollow these
guidelines. All organizations that work
withtheseindividual sshouldencourage
them to receive appropriate medical
evaluation. Such organizations should
also provide assistance as needed to
help all refugees and immigrants obtain
necessary medical services.

If you have questions regarding the
tuberculosis recommendations, please

contact MDOH'’s Section of Vaccine-
(continued on page 23)
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1999 Outbreaks of Communicable Disease

MargeBorst, RN., B.S, C.I.C.
Section of Communicable Disease
Control and Veterinary Public Health

Accurately identifying the source of an
outbreak requires collaborative inter-
actionamong personnel invariousroles
and work settings. Depending uponthe
complexity of the outbreak, interaction
may involve federal, state, local and
facility-based personnel. Thesepersons
function as ateam with each playing an
integral part in resolving the outbreak.
The Section of Communicable Disease
Control and Veterinary Public Healthis
grateful for the assistance of persons
statewidewho contributetime, concerted
effort and expertise helping to protect
Missouri citizens from infectious
diseases.

1999 Community Outbreaks

In 1999, 59 communicable disease out-
breaks occurring within communities
were reported in Missouri. These 59
outbreaks involved 2,183 persons and
represent an increase of 63.9 percent
from the 36 outbreaks reported in 1998.
These outbreaks involved different
modes of transmission and a variety of
etiologic agents inanumber of different
settings. See Table 1.

School s were the most common setting
for outbreaksin 1999, accounting for 22
(37.3%) of the 59 reported outbreaks.
Thelargest of the outbreaks was dueto
aflu-likeillnessin one school affecting
185 students. Similar flu-like illnesses
occurred in 11 other schools with 768
persons reported asill.

The largest category of outbreaks (16)
reported during 1999 was acute gastro-
intestinal illness (AGI). Eight of the 16
reported AGI outbreakswereassociated
with contaminated food, one was
associatedwithcontaminatedwater, one
highly suspected as associated with
contaminated water, three were person-
to-person spread, and the remaining
three had unknown modes of trans-
mission.

Table 1. Community disease outbreaks by cause, setting and number
of cases, Missouri, 1999.

Disease/ No. of No. of
Mode of Transmission Outbreaks Setting Cases

Acute Gastrointestinal I11ness
of Unknown Etiology/

Foodborne 8 CC,2HC,0,4R 106

Person-to-Person 3 HC, OT, S 46

Waterborne 2 HC, OT 24

Unknown 3 CP,HC, S 118
Acute Respiratory 11Iness
of Unknown Etiology/

Person-to-Person 1 OSE 19
Conjunctivitis’Unknown Cause 1 (e} 26
Cyclospora/Foodborne 1 R 59
Giardiasis/Person-to-Person 1 cC 8
Hepatitis A/

Foodborne 2 2R 83

Person-to-Person 2 2CC 9

Unknown 1 S 5
Influenza A/Person-to-Person/Air 2 G, S 83
Influenza B/Person-to-Person/Air 1 G 3
Influenza-Like IlIness/

Person-to-Person/Air 12 12S 953
L egionellosis/'Waterborne 1 0] 4
M ononucl eosis/Person-to-Person 1 S 27
Pink Eye/Person-to-Person 1 S 84
Salmonellosis

Foodborne 3 2CHG, FG 93

Person-to-Person 1 CcC 5

Vector (chicks/ducks) 1 SW 40

Waterborne 1 G 124

Unknown 1 MS 5
Shigellosis/

Foodborne 1 G 19

Person-to-Person 4 3CC, S 103

Unknown 1 S 30
Strep Grp A (sore throats)/

Person-to-Person 3 CC, 2s 103
TOTAL 59 2,183
Key:

CC =ChildCare G =General Community O SE=0ut-of-State
CHG =Church Gathering HC =Home/Catered Event R =Restaurant

CP =Camp MS =Multi-state S =School

FG =Family Gathering O =Occupational SW =Statewide
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Theoutbreak of acuterespiratory illness
with unknown etiology wasinteresting
inthat 19 of 42 personstravelingto Spain
and Portugal returnedill. Thesymptoms
were cough, fever and sore throat, with
a combination of either one, two or all
symptoms. Five individuals required a
visit to a hospital emergency room and
three were hospitalized. Tests for
Legionellaandinfluenzawerenegative.
One sputum specimen was reported as
“heavy with Haemophilus influenzae
serogroup b (Hib).”

An outbreak of conjunctivitis occurred
among factory employees. Due to the
lack of purulent drainage, 10 eye swab
specimens were obtained for viral
testing. These cultures were negative.
The outbreak ended before further
testing could be performed.

Cyclospor a cayetaneniswasresponsi-
blefortheillnessof 59 personsasadirect
result of contaminated uncooked basil
supplied to two food facilities by a
common distributor. C. cayetanenisisa
protozoan parasite and is the only
species of this genus described as a
human pathogen. Research has demon-
strated that oocysts of C. cayetanenis
that become seeded on vegetabl escannot
be easily removed by washing. In the
United States, foodborneoutbreakshave
accountedfor themajority of recognized
casesand havebeenassociatedwiththe
consumption of raspberries, mesclun
lettuce and basil. This outbreak under-
scores that new approaches may be
requiredtopreventillnessesassociated
with foods that have not been tradi-
tionally viewedaspotentially hazardous.

A Legionellosisoutbreak affecting four
persons occurred in a workplace with
two persons requiring hospitalization.
The actual source for Legionella
pneumophila was not determined.

A variety of Salmonella species were
responsible for the seven outbreaks
listed in Table 1. Foodborne outbreaks
were associated with S. javiana, S.
muenchen and S enteritidis. A municipal
water supply was associated with a S.

September-October 2000

Table 2. Nosocomial disease outbreaks by cause and number of cases,
Missouri, 1999.
Disease/ No. of No. of
Mode of Transmission Outbreaks Cases
Acute Gastrointestinal I11ness
of Unknown Etiology/
Person-to-Person 2 134
Acute Lower Respiratory 11lness
of Unknown Etiol ogy/Person-to-Person 3 81
Clostridium difficile IlIness/
Person-to-Person or Environment-to-Person 1 5
I nfluenza/Person-to-Person/Air 10 368
Influenza-like IlIness/
Person-to-Person 3 69
Norwalk/Norwalk-like Il1ness/
Person-to-Person 2 148
Methicillin-Resistant Staphylococcus
aureus (MRSA)/Person-to-Person 2 15
Scabies/Person-to-Person 7 124
Streptococcus pyogenes (Group A)/
Person-to-Person 1 20
TOTAL 31 964

typhimurium waterborne outbreak
resulting in 124 persons becoming ill.
The water system was found to have
twoventsindisrepair plusalow chlorine
level. The water tower was drained,
refilled and hyperchlorinated and the
vents repaired. No further illness
occurred following these control
measures.

The vectorborne outbreak of S. typhi-
muriuminvolvedthehandling of young
fowl, mainly baby chickens and ducks,
giventochildrenor purchasedbyfamilies
incelebrationof theEaster holiday. This
outbreak with identical pulse-field gel
el ectrophoresis(PFGE) patternsreceiv-
ed media attention to stress the
importance of handwashing after
handling baby fowl. Prior to the Easter
2000 season, apressrel easewasissued
to remind the public about the risk of
acquiring Salmonella disease when
proper handwashing is not done after
handling chicks, ducklings, and other

fowl as well as reptiles. In addition, a
brochure on chicks and ducklings was
devel oped and distributed throughfarm
and feed suppliers. (Results of a case-
control study performedtoidentify risk
factors associated with this outbreak
canbefoundintheApril 14,2000edition
of the Morbidity and Mortality Weekly
Report (MMWR), Val. 49, No. 14.)

Members of the genus Shigella were
responsible for six outbreaks. One
Shigellasonnei outbreak occurringina
child care center wasthedirect result of
allowingchildrentoattend andteachers
towork whilesymptomaticwithdiarrhea.

1999 Nosocomial Outbreaks

Health care-associated (nosocomial)
outbreaks are a Category Il reportable
diseaseor finding that requirereporting
to the local health authority or Depart-
ment of Health within threedaysof first
knowledge or suspicion. Historically,

(continued on page 19)



Sexually Transmitted Diseases in Missouri: 1999

Robert Hamm, M.D., M.P.H.
Office of Epidemiology

Kurt Kleier
Joe Betros
Office of Surveillance

Gonorrhea

During 1999, 8,187 cases of gonorrhea
were reported in Missouri residents.
However, because of underdiagnosis
and underreporting, the actual number
of Missouriansinfected with Neisseria
gonorrhoeae (andwiththeother sexually
transmitted pathogensdiscussed bel ow)
is undoubtedly higher than what is
reported here. The rate* of reported
gonorrheacasesinthestatein 1999 was
150.5 per 100,000 population, whichwas
slightly higher than the nationwiderate
of 133.2. Missouri ranked 15th among
the fifty states in rates of reported
gonorrhea casesin 1999.

Of total gonorrhea cases reported in
Missouri in 1999, 45.5 percent were in
males and 54.5 percent werein females.
Among African Americans, a slightly
higher proportion of caseswerereported
inmales(50.8%) thaninfemales(49.2%).
Amongwhites, amuchhigher proportion
of caseswerereportedinfemal es(73.3%)
than in males (26.7%).

Of the 8,187 casesof gonorrheareported
in 1999, 5,779 (70.6%) were known to
haveoccurredin African Americans, 890
(10.9%) in whites, 53 (0.6%) in Asians,
and 6 (0.1%) in Native Americans. In
addition, 46 (0.6%) caseswereclassified
asOther Race. For 1,413 (17.3%) cases,
race was not indicated. Table 1 shows
thenumbersand percentagesof reported
gonorrhea cases in whites and African
Americans for Missouri, St. Louis City
and County, Kansas City, and Outstate
Missouri.

* All rates (except those for congenital
syphilis cases) are per 100,000 popula-
tion, using 1998 population estimates.

Among reported gonorrhea cases,
African Americans continue to be very
disproportionately represented. In 1999,
over six times as many cases were
reportedinAfrican Americanscompared
towhites. Therateof reported gonorrhea
casesin African Americansin 1999 was
943.1 and the rate in whites was 18.8,
resulting in aratio of African American
towhiteratesof 50:1. However, thisratio
hasbeen generally decreasingin recent
years; five years previously (1994), it
was 71:1. Table 1 shows the rates of
reported gonorrhea cases in 1999 in
whites and African Americans for
Missouri, St. Louis City and County,
Kansas City, and Outstate Missouri.

A substantial proportion of reported
gonorrhea cases in females are in
teenagers. In 1999, personslessthan 20
years of age made up 44.0 percent of
African American female cases, 48.2
percent of white female cases, 24.0
percent of African American malecases,
and 19.7 percent of white male cases.
Figure 1 showsthedistribution of cases
by agegroupforwhitemalesandfemales,
and African Americanmalesandfemales.

In 1999, of the 8,187 gonorrhea cases
reported, 2,876 (35.1%) were from St.
Louis City, 1,897 (23.2%) from Kansas
City, 1,797 (21.9%) fromSt. LouisCounty,
and 1,617 (19.8%) from the remainder of
the state (Outstate Missouri). Cases
were reported from 81 (71.1%) of the
state’ s114 counties(and St. L ouisCity).
Figure2 showsthenumber of gonorrhea
casesreported fromeach county in 1999.

The highest rate of reported gonorrhea
casesin1999wasin St. LouisCity (847.6),
followed by Kansas City (422.0), St.
Louis County (179.9), and Outstate
Missouri (44.3). St. LouisCity ranked 3rd
among U.S. citiesof >200,000 popul ation
in rates of reported gonorrheacasesin
1999; Kansas City ranked 15th.

Theannual number of reported cases of
gonorrhea in Missouri had decreased

eachyear from 198910 1997.1n 1998, the
9,463 gonorrhea cases reported repre-
sented a 23.6 percent increase from the
7,656 cases reported in 1997. However,
from 1998 to 1999, the number of report-
ed cases decreased by 13.5% to 8,187.

From 1998 to 1999, reported cases of
gonorrheain St. LouisCounty increased
by 1.9 percent (from 1,764 to 1,797
cases); St. Louis City cases decreased
by 21.2 percent (from 3,652 to 2,876
cases); KansasCity casesdecreased by
20.1 percent (from 2,375t0 1,897 cases);
and Outstate cases decreased by 3.3
percent (from 1,672 to 1,617 cases).

Trendsover timeinther atesof reported
gonorrhea cases parallel the trends in
the actual numbers of reported cases.
Figure3 showstrendsingonorrhear ates
from 19921999 for Missouri, St. Louis
City and County, Kansas City, and
Outstate Missouri.

Comment:

Thenumber of gonorrheacasesreported
in Missouri in 1999 decreased by 13.5
percent from the preceding year.
However, the 8,187 cases reported in
1999 reflect the fact that gonococcal
infection remains a very significant
probleminthestate. Thetruemagnitude
of theproblemiseven better understood
whenitisrememberedthat many infected
personsarenot diagnosed and reported
because infection with Neisseria
gonorrhoeae, especialy in females, is
often asymptomatic.

African Americans and teenagers
(especially female teenagers), are very
disproportionately represented among
reported casesof gonorrhea. Thehighest
rates of reported cases (as well as the
largest numbers of cases) are from
Missouri’s two major metropolitan
areas—St. Louis and Kansas City.
However, gonorrheacaseswerereported
from81(71.1%) of thestate’ s114 counties
(and St. Louis City) in 1999, indicating

(continued on page 6)
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Figure 1. Reported Gonorrhea Cases by Race, Gender and Age Group

Missouri, 1999
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Figure 3. Reported Gonorrhea Rates by Geographic Area and Year of Report
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(continued from page 4)
the widespread distribution of the
infection.

A summary of the main principles of
managing gonorrhea in adults and
adolescentsis given on page 11.

Primary and Secondary (P&S)
Syphilis

During 1999, 96 cases of P&S syphilis
werereportedinMissouri residents. (An
additional 99 cases of early latent
[duration of <1 year] syphilis were
reported during 1999.)

Therate of reported P& S syphiliscases
in the state in 1999 was 1.8 per 100,000
population, which was slightly lower
thanthenationwiderateof 2.5. Missouri
ranked 19th among the fifty states in
rates of reported P& S syphilis casesin
1999.

Of the 96 P& Ssyphiliscasesreportedin
1999, 49.0 percent wereinmalesand51.0
percent were in females. Seventy-two
cases(75.0%) werein African Americans,
and 16 (16.7%) were in whites. For 8
(8.3%) cases, race was not indicated.
Table2 showsthe numbersand percen-
tages of reported P& S syphiliscasesin
whites and African Americans for
Missouri, St. Louis City and County,
Kansas City, and Outstate Missouri.

African Americans are disproportion-
ately represented among reported P& S
syphiliscases. Therateof reported P& S
syphilis cases in African Americansin
1999was11.7 and theratein whiteswas
0.3, resulting in a ratio of African
American to white rates of 35:1. How-
ever, this ratio is less than in recent
years; five years previously (1994), it
was 93:1. Table 2 shows the rates of
reported P& S syphilis cases in whites
and African Americansfor Missouri, St.
L ouisCity and County, KansasCity, and
Outstate Missouri.

The average age at time of diagnosisis
higher for reported casesof P& Ssyphilis
* All rates (except those for congenital

syphilis cases) are per 100,000 popula-
tion, using 1998 population estimates.

as compared to reported cases of
chlamydia or gonorrhea. For reported
cases of P& S syphilisin males during
1999, the largest proportion of cases
(29.8%) were in the 40+ age group. For
females, thelargest proportion of cases
(20.4%) wereinthe20-24year agegroup;
however, 18.4 percent of all femalecases
wereinwomen 30yearsof ageand older.
Figure4 showsthedistribution of cases
by agegroupfor whitemalesandfemales,
and African Americanmalesandfemales.

Of the96 P& Ssyphiliscasesreportedin
1999, 51 (53.1%) werefrom St. LouisCity,
followed by 18 (18.8%) from Outstate
Missouri, 17 (17.7%) from St. Louis
County, and 10 (10.4%) from Kansas
City. Besides St. LouisCity, caseswere
reportedfromonly 11(9.6%) of thestate' s
114 counties. Figure5showsthenumber
of P&S syphilis cases reported from
each county in 1999.

Thehighest rateof reported P& Ssyphilis
casesin1999wasin St. LouisCity (15.0),
followed by Kansas City (2.2), St. Louis
County (1.7),and OutstateMissouri (0.7).
St. Louis City ranked 8th among U.S.
cities of >200,000 population in rates of
reported P& S syphilis cases in 1999;
Kansas City ranked 33rd.

Since 1993, when asyphilis outbreak in
the St. Louis areawas at its height, the
number of annually reported cases of
P& S syphilis in Missouri has been
decreasing, althoughtherateof decrease
has slowed during the past three years.
The 96 cases reported in 1999 repre-
sented an 11.9 percent decline from the
109 cases reported in 1998.

From 1998 to 1999, reported cases of
P& S syphilis decreased by 40 percent
(from 30to 18 cases) intheOutstatearea.
Reported cases from St. Louis County
increased by 11.8 percent (from 15to0 17
cases); reported St. Louis City cases
decreased by 12.1 percent (from58t0 51
cases). Ten P&S syphilis cases were
reported from Kansas City during 1999,
compared with six the preceding year.

Trendsover timeintheratesof reported
P& Ssyphiliscasesparallel thetrendsin

the actual numbers of reported cases.
Figure 6 shows trendsin P& S syphilis
rates from 1992—-1999 for Missouri, St.
L ouisCity and County, KansasCity, and
Outstate Missouri.

Comment:

Theannual number of P& Ssyphiliscases
reported in Missouri continues to
decline; the 96 cases reported in 1999
represent an 11.9 percent decrease from
the 109 casesreportedthepreviousyear.
African Americans continueto be very
disproportionately affected by syphilis,
and relatively few P& S syphilis cases
arebeingreportedinwhites. Theaverage
age at time of diagnosis is higher for
reported cases of P&S syphilis as
comparedtoreported casesof chlamydia
or gonorrhea, and a noticeable number
of casesareseeninpersons>35yearsof

age.

Syphilis infections primarily occur in
certain core populations, which in
Missouri in recent years have predomi-
nantly beenlocatedinthe St. Louisarea.
The relatively limited geographic
distribution of thediseaseinthestateis
indicated by thefact that only 11 (9.6%)
of thestate’ s114 counties(and St. Louis
City) reported P&S syphilis cases in
1999.

The number of reported cases of P& S
syphilis in Missouri is small in com-
parison to other sexually transmitted
diseases(STDs) such asgonorrheaand
chlamydia. However, severediseasecan
result from untreated syphilisinfection,
and significant resources must be
devoted to control of even arelatively
few number of cases. The potential also
remainsfor therecurrenceof significant
outbreaks of syphilisin the state.

The Missouri Department of Health's
Section of STD/HIV/AIDS Prevention
and Care Services has received afive-
year SyphilisElimination Grantfocusing
on eliminating syphilisin St. Louis City
by 2005. Strategies being planned as
part of this effort include (but are not

limited to) enhanced syphilis screening
(continued on page 8)
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Figure 4. Reported P&S Syphilis Cases by Race, Gender and Age Group
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Table 2. Reported P&S Syphilis
Cases and Rates by Geographic

Area, Missouri, 1999

Figure 5. Reported P&S Syphilis Cases by County
Missouri, 1999
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(continued from page 6)

in the St. Louis criminal justice system,
along with increased screening at
homeless shelters, and at street and
community site locations. Screening at
these locations, where persons at
increasedrisk for syphilismay befound,
can be an effective way to locate
undiagnosed cases. In addition, the St.
Louis City Department of Health and
Hospitalshaspartneredwithrepresenta-
tives from community organizations,
drug treatment centers, correctional
facilitiesand outreachworkerstoforma
Community Syphilis Elimination
Advisory Group (CSEAG) fortheCity of
St. Louis. For more information on the
grant, contact Amy Holterman at (800)
359-6259 or (573) 751-6141.

A summary of the main principles of
managing P& S syphilis in adults and
adolescentsis given on page 12.

Congenital Syphilis

Congenital syphilis is the result of
transmission of Treponema pallidum
from an infected mother to her infant
during pregnancy or at the time of
delivery. During 1999, 8 congenital
syphiliscaseswerereportedinthestate;
thecorresponding rate* * was10.6 cases
per 100,000 live births.

Duringtheprecedingyear, 1998, 20 cases
of congenital syphiliswere reported in
Missouri, compared to 801 cases
reported nationwide (most recent U.S.
data). The rate of congenital syphilis
cases in Missouri (27.0) in 1998 was
higher than the nationwide rate (20.6).

African American infants are dispro-
portionately represented among reported
congenital syphiliscases. Of the8 cases
reportedin 1999, 6 (75.0%) werein African
American infants.

Of the 8 congenital syphilis cases
reported in 1999, 4 (50.0%) were known
to have been born to single (never
married) mothers. Three(37.5%) of the8

caseswere knownto have been bornto
motherswho received no prenatal care.

Of the 8 congenital syphilis cases
reportedin 1999, 4 (50.0%) werefrom St.
Louis City, 2 (25.0%) from St. Louis
County, 1(12.5%) from Kansas City and
1 (12.5%) from Outstate Missouri.

In recent years, reported cases of
congenital syphilisin Missouri peaked
at 97 casesin 1993 (correspondingtothe
height of the syphilisoutbreak inthe St.
Louisarea), and then markedly declined
to 12 cases in both 1996 and 1997.
Reported casesincreased to 20 casesin
1998, but then decreased by 60.0 percent
to 8 casesin 1999.

Comment:

In 1999, 8 cases of congenital syphilis
were reported in Missouri, a 60.0%
decreasefrom the 20 casesreported the
preceding year. African American
infantsmade up 6 (75.0%) of the 8 cases
reported in 1999. Six (75.0%) of the 8
congenital syphilis cases reported in
1999 were from the St. Louis area.

A significant risk factor oftenassociated
withcongenital syphiliscasesislack of,
or inadequate, prenatal care by the
mother. Adequate prenatal care, which
includes syphilis testing, is vital to
detecting and treating infection in
pregnant women so that congenital
syphilisintheinfant can be prevented.
Minimizing the number of new syphilis
infections that occur in women of
childbearing age and their sexual
partners is another primary means of
decreasingtherisk of congenital syphilis
in the community.

A summary of the main principles of
managing syphilisduring pregnancy is
given on page 13.

Chlamydia

During 1999, 13,355 cases of chlamydia
werereportedinMissouri residents. The
rate of reported chlamydia casesin the

* All rates (except those for congenital syphilis cases) are per 100,000 population, using

1998 population estimates.

** All rates for congenital syphilis cases are per 100,000 live births.

state in 1999 was 245.6 per 100,000
population, whichwasslightly lessthan
the nationwide rate of 254.1. Missouri
ranked 21st among the fifty states in
rates of reported chlamydia cases in
1999.

Of total chlamydia cases reported in
1999, the vast mgjority were in females
(86.2%). This reflects the selective
screening of females for chlamydia
undertaken by the Missouri Infertility
Prevention Project (MIPP). If similar
widespread screening of maleswereal so
undertaken, itisexpectedthat thenumber
of diagnosed andreported casesinmales
would be much higher thaniscurrently
seen.

Of the 13,355 casesof chlamydiareported
in1999, 5,291 (39.6%) caseswereknown
to have occurred in African Americans,
3,517 (26.3%) in whites, 64 (0.4%) in
Asians, and 12 (0.1%) in Native Ameri-
cans; inaddition, 150 (1.1%) caseswere
classified as Other Race. For 4,321
(32.4%) cases, race was not indicated.
Table 3 showsthe numbersand percen-
tages of reported chlamydia cases in
whites and African Americans for
Missouri, St. Louis City and County,
Kansas City, and Outstate Missouri.

African Americans are disproportion-
ately represented among reported
chlamydia cases. Although African
Americans make up about 11 percent of
Missouri’ spopulation, they compriseat
least 39.6 percent of total reported cases.
(Thepercentageof reported caseswhich
are actually African American is very
likely higher since some of the large
number of casesfor whom race was not
indicated are almost certainly African
American.) Table 3 shows the rates of
reported chlamydiacasesin whitesand
African Americansfor Missouri, St. Louis
City and County, Kansas City, and
OutstateMissouri (becausea most one-
third of reported cases did not have a
race indicated, the rates shown will
obviously be lower than would have
been the case had the race been known
for each case reported).

(continued on page 10)
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Figure 7. Reported Chlamydia Cases by Race, Gender and Age Group
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Figure 8. Reported Chlamydia Cases by County
Missouri, 1999
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(continued from page 8)

In 1999, slightly over half of all reported
chlamydia cases in females were in
teenagers. Personslessthan 20 yearsof
age made up 47.1 percent of African
Americanfemalecasesand 53.9 percent
of white female cases, but only 37.6
percent of African American malecases
and 34.1 percent of white male cases.
Figure7 showsthedistribution of cases
by agegroupfor whitemalesandfemales,
and African Americanmalesandfemales.

Of the 13,355 chlamydia cases reported
in1999, thelargest number, 5,249(39.3%)
were from Outstate Missouri, followed
by 3,090 (23.0%) from St. Louis City,
2,435 (18.2%) from Kansas City, and
2,581 (19.3%) from St. Louis County.
Only two counties in Missouri did not
report at least one chlamydia case in
1999. Figure 8 shows the number of
chlamydia cases reported from each
county in 1999.

The highest rate of reported cases in
1999wasinSt. LouisCity (910.7),followed
by KansasCity (541.7), St. LouisCounty
(258.4), and Outstate Missouri (143.8).
St. Louis City ranked 2nd among U.S.
cities of >200,000 population in rates of
reported chlamydiacasesin1999; K ansas
City ranked 12th.

In 1999, the 13,355 reported cases of
chlamydia represented a 5.5 percent
increase from the 12,655 cases reported
in 1998.

From 1998 to 1999, reported cases of
chlamydiain St. LouisCity increased by
6.1 percent (from 2,911 to 3,090 cases);
reported St. Louis County cases
increased by 11.1 percent (from 2,324 to
2,581 cases); andreported Outstatecases
increased by 9.3 percent (from 4,802 to
5,249 cases). Reported KansasCity cases
decreased by 7.0 percent (from 2,618 to
2,435 cases).

Trendsover timeintheratesof reported
chlamydia cases parallel the trends in
the actual numbers of reported cases.
Figure9showstrendsinchlamydiarates
from 1992—-1999 for Missouri, St. Louis

10

City and County, Kansas City, and
Outstate Missouri.

Comment:

Large numbers of Missourians are
infected with Chlamydia trachomatis
each year. Because of incomplete
information, the race of approximately
one-thirdof reported casesisnot known.
However, based on available data, it
appears that African Americans in
Missouri aredisproportionately affected
by chlamydia, although not to the extent
seen with syphilis and gonorrhea.
Chlamydia appears more widely distri-
buted in the community than either
syphilisor gonorrhea, andlargenumbers
of chlamydia cases occur in whites as
well as in African Americans. For al
racial groups, the largest numbers of
casesarereported from personsintheir
late teens and early twenties, among
females, the 15-19 year old age group
has the most reported cases.

In 1999, the highest rates of reported
chlamydia cases werein St. Louis City,
followed by Kansas City, St. Louis
County, and Outstate Missouri. Only
two Missouri counties did not report a
chlamydiacasein 1999.

The 13,355 cases of chlamydiareported
in1999representeda5.5 percentincrease
from the 12,655 cases reported in 1998.
However, it is unclear whether this
reflectsan actual increaseinthenumber
of new infections, or an increase in the
amount of testing of individuals at risk
for chlamydial infection.

Chlamydial infectionisthemost common
bacterial STD intheUnited Statestoday,
andamajor causeof pelvicinflammatory
disease, infertility, ectopic pregnancy,
and chronic pelvic pain. The large
numbers of C. trachomatis infections
that arecontinuingtooccurinMissouri,
theinsidiousnatureof theinfection, and
its potentially severe consequences
(especially inwomen) areall reasonsfor
concern.

Becausechlamydial infectionfrequently
occurswithout symptoms, thediseaseis

often not diagnosed-or, in some in-
stances, not diagnosed until com-
plications develop. Consequently,
screening of persons at increased risk
for C. trachomatis infection, such as
young, sexually active women, is very
important infinding infected persons so
that they (and their sex partners) can be
treated and further spread of infection
halted, and sothat, throughthereporting
of diagnosed cases to public health
officials, the extent of infection in the
population can be determined. The
Centers for Disease Control and Pre-
vention (CDC) has developed recom-
mendationsthat call for screening of all
sexually activefemal esunder 20yearsof
age at least annually, and annual
screening of women ages 20 and older
with one or more risk factors for
chlamydia (i.e., new or multiple sex
partners, or lack of consistent use of
barrier contraception). All women with
infection of the cervix and all pregnant
women should be tested for chlamydial
infection.! Inaddition, screening for C.
trachomatisisnowincludedasaHEDIS
(Health Plan Employer Data and Infor-
mation Set) 2000 measure. ThisHEDIS
indicator measures the proportion of
sexually activefemal esbetweentheages
of 15-25 who were screened for
chlamydial infection annually 2

A summary of the main principles of
managing chlamydia in adults and
adolescentsis given on page 14.

Final Comments

Medical providers should report, as
reguired by Missouri law, all cases of
chlamydial infection, gonorrhea, and
syphilistotheir local health department,
or to the Missouri Department of
Health’ s Office of Surveillance at (573)
751-9071.

STD education coursesfor physicians,
other clinical providers, and |aboratory
staff areavailablethrough the St. Louis
STD/HIV Prevention Training Center,
Washington University School of
Medicine. For more information, call
(314) 747-0294 or 1522, or FAX (314)

(continued on page 23)
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TEAR OUT FOR FUTURE REFERENCE

Important Points in
Managing Gonococcal Infection in Adolescents and Adults
I nformation from CDC’s1998 Guidelines for Treatment of Sexually Transmitted Diseases!

Dual Therapy for Gonococcal and Chlamydial Infections

Patientsinfected withNeisseriagonorrhoeae often are coinfected withChlamydiatrachomatis; thisfindingledtotherecommendationthat
patientstreatedfor gonococcal infectional sobetreated routinely witharegi meneffectiveagainstuncomplicated genitalC. trachomati sinfection.
Ingeographicareasinwhichtheratesof coinfectionarelow, somecliniciansmight prefer totest for chlamydiarather thantreat presumptively.
However, presumptivetreatmentisindicatedfor patientswhomay not returnfor test results.

Recommended Treatment Regimens for Uncomplicated Gonococcal Infections
of the Cervix, Urethra, and Rectum in Adolescents and Adults

Cefixime 400 mg orally in asingle dose

OR

Ceftriaxone 125 mg IM in asingle dose Azithromycin 1 g orally in asingle dose,
OR PLUS OR

Ciprofloxacin 500 mg orally in asingle dose Doxycycline 100 mg orally twice aday for 7 days
OR

Ofloxacin 400 mg orally in asingle dose

Alternative regimens are discussed in the CDC treatment guidelines.lNote that cefixime is not recommended if gonococcal infection of the pharynx is
present.

Travel History

[Anincreased preval enceof fluoroquinol one-resi stant gonorrheainHawaii hasrecently beenreported.2CD Cnowrecommendsthat for patients
withgonorrheaintheUnited States, travel history, includingsex partner travel history, shouldbeobtained. If patientsor their sex partnersare
likely tohaveacquiredgonococcal infectionsinHawaii, thePacificlslands, or Asia, they shoul dnot betreatedwithfluoroguinoloneantimicrobias;
instead, ceftriaxoneor cefiximeshoul d beused. For thoseunabl etotol erateacephal osporin, spectinomycinshoul d beused.?]

Follow-Up

Patientswhohaveuncomplicatedgonorrheaandwhoaretreatedwithany of therecommendedregimensneednotreturnfor atest of cure. Patients
whohavesymptomsthat persist after treatment shoul d beeval uated by cultureforN.gonor r hoeae, and any gonococci isol ated should betested
for antimicrobial susceptibility. I nfectionsidentified after treatmentwith oneof therecommendedregimensusual ly result fromreinfectionrather
thantreatmentfailure, indicatinganeedforimproved patient educationandreferral of sex partners. Persistent urethritis, cervicitis, or proctitis
alsomay becaused by C.trachomatis and other organisms.

Management of Sex Partners

Patientsshouldbeinstructedtorefer sex partnersfor evaluationandtreatment. [If providershavequestionsregarding partner elicitation/
notification, they cancontact theirlocal healthdepartment.] All sex partnersof patientswhohaveN.gonorrhoeae infectionshouldbeeval uated
and treated for N. gonorrhoeae andC.trachomatisinfectionsif their last sexual contact withthepatient waswithin 60 daysbeforeonset of
symptomsor diagnosisof infectioninthepatient. If apatient’ slast sexual intercoursewas>60 daysbeforeonset of symptomsor diagnosis,
thepatient’ smostrecent sex partner shoul dbetreated. Patientsshoul dbeinstructedtoavoidsexual intercourseuntil therapy iscompletedand
they andtheir sex partnersnolonger havesymptoms.

Allergy, Intolerance, or Adverse Reactions

Personswho cannot tol eratecephal osporinsor qui nol onesshoul d betreatedwith spectinomycin. Becausespectinomycinisunreliable(i.e., only
52%effective) against pharyngeal i nfecti ons, patientswhohavesuspectedor knownpharyngeal i nfectionshould haveapharyngeal culture
evaluated 3-5daysafter treatmenttoverify eradicationof infection.

Pregnancy

Pregnant women should not betreated with quinolonesor tetracyclines. Thoseinfected withN.gonor r hoeaeshoul dbetreatedwitharecommended
or alternatecephal osporin. Womenwho cannot tol erateacephal ospori nshoul d beadmini stered asi ngle2-gdoseof spectinomycin|M. Either
erythromycinor amoxicillinisrecommendedfor treatment of presumptiveor diagnosedC.trachomatisinfectionduringpregnancy.[ SeetheCDC
treatment guidelinesformoreinformation.]

1. CDC. 1998 Guidelines for treatment of sexually transmitted diseases. MMWR 1998;47(No. RR-1):59-69.
http://www.cdc.gov/nchstp/dstd/1998_STD_Guidlines/1998_guidelines _for_the_treatment.htm

2. CDC. Fluoroquinolone-resistance in Neisseria gonorrhoeae, Hawaii, 1999, and decreased susceptibility to azithromycin in N. gonorrhoeae,
Missouri, 1999. MMWR 2000;49(37):833-7.
http://www.cdc.gov/mmwr //preview/mmwr html/mm4937al.htm
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Important Points in
Managing Primary and Secondary Syphilis in Adults
I nformation from CDC’s1998 Guidelines for Treatment of Sexually Transmitted Diseases!

Recommended Treatment Regimen for Primary or Secondary Syphilis in Adults

Benzathine penicillin G 2.4 million unitsIM in asingle dose.

NOTE: Recommendations for treating pregnant women are discussed on page 13. Recommendations for treating HIV-infected persons with syphilis, and for
treating all persons with latent or tertiary syphilis, or with neurosyphilis, are discussed in the CDC treatment guidelines.1

Recommended Treatment Regimen for Nonpregnant Penicillin-Allergic Adults
Who Have Primary or Secondary Syphilis

Doxycycline 100 mg orally twice aday for 2 weeks,
OR

Tetracycline 500 mg orally four times a day for 2 weeks

Closefollow-upof suchpatientsisessential . Thereislessclinical experiencewithdoxycyclinethanwithtetracycline, butcomplianceislikely
tobebetter withdoxycycline. AlternativeregimensarediscussedintheCDCtreatment guidelines.!

Other Management Considerations

All patientswhohavesyphilisshouldbetestedfor HIV infection. Ingeographicareasinwhichthepreval enceof HIV ishigh, patientswhohave
primary syphilisshouldberetestedfor HIV after 3monthsif thefirstHIV testresult wasnegative.

Patientswhohavesyphilisandwhoal sohavesymptomsor signssuggesting neurol ogi cdi sease(e.g., meningitis) or ophthal micdisease(e.g., uveitis)
shouldbeeval uatedfully for neurosyphilisandsyphiliticeyedisease; thiseval uationshoul dincludeCSFanalysisand ocul ar slit-lampexamination.
Such patientsshoul dbetreated appropriately accordingtotheresul tsof thiseval uation. I nvasionof CSFby Treponema pallidumaccompanied
by CSFabnormalitiesiscommonamongadultswhohaveprimary or secondary syphilis. However, neurosyphilisdevel opsinonly afew patients
aftertreatmentwiththeregimensdescribedinthisreport. Therefore, unlessclinical signsor symptomsof neurol ogi c or ophthal micinvol vement
arepresent, lumbar punctureisnot recommendedfor routineeval uation of patientswhohaveprimary or secondary syphilis.

Follow-Up

Pati entsshoul dbereexaminedclinically and serol ogical ly at both6 monthsand 12 months; morefrequent eval uationmay beprudent if fol | ow-
upisuncertain. Patientswho havesignsor symptomsthat persist or recur or who haveasustainedfourfoldincreaseinnontreponemal test titer
(i.e.,incomparisonwitheitherthebaselinetiter or asubsequent result) probably failedtreatment or werereinfected. Thesepatientsshouldbe
re-treated after reevaluationfor HIV infection. UnlessreinfectionwithT. pallidumiscertain, alumbar punctureal soshouldbeperformed. Failure
of nontreponemal test titerstodeclinefourfol dwithin6monthsafter therapy for primary or secondary syphilisidentifiespersonsatrisk for
treatmentfailure. Such personsshouldbereevaluatedfor HIV infection. Optimal management of such patientsisunclear. Ataminimum, these
patientsshould haveadditional clinical and serologicfollow-up. HIV -infected patientsshoul d beeval uated morefrequently (i.e., at 3-month
interval sinstead of 6-monthintervals). If additional follow-up cannot beensured, re-treatmentisrecommended. Someexpertsrecommend CSF
examinationinsuchsituations. When patientsarere-treated, most expertsrecommendre-treatment withthreeweekly i njectionsof benzathine
penicillinG2.4millionunitsIM, unlessCSF examinationindicatesthat neurosyphilisispresent.

Management of Sex Partners

Sexual transmissionof T. pallidumoccursonly when mucocutaneoussyphiliticlesionsarepresent; such manifestationsareuncommonafter the
firstyearof infection. However, personsexposed sexual ly toapati entwhohassyphilisinany stageshouldbeeval uatedclinically andserologically
accordingtothefollowingrecommendations:

- Personswhowereexposedwithinthe90daysprecedingthediagnosisof primary, secondary, or early latent syphilisinasex partner might
beinfectedevenif seronegative; therefore, suchpersonsshoul dbetreated presumptively.

- Personswhowereexposed >90daysbef orethediagnosisof primary, secondary, or early latent syphilisinasex partner shouldbetreated
presumptivelyif serologictest resultsarenot availableimmediately and theopportunity for follow-upisuncertain.

- For purposesof partner notificationand presumptivetreatment of exposed sex partners, patientswith syphilisof unknowndurationwho
havehigh nontreponemal serologictesttiters(i.e., >1:32) may beconsideredashavingearly syphilis. However, serol ogictitersshouldnot
beusedtodifferentiateearly fromlatelatent syphilisfor thepurposeof determining treatment.

- Long-term sex partnersof patientswho havelatesyphilisshould beeval uated clinically and serol ogically for syphilisandtreated onthe
basisof thefindingsof theeval uation.

Thetimeperiodsheforetreatment usedfor identifyingat-risk sex partnersarea) 3monthsplusdurati on of symptomsfor primary syphilis, b)
6 monthsplusduration of symptomsfor secondary syphilis,andc) 1yearfor early latent syphilis.

1. CDC. 1998 Guidelines for treatment of sexually transmitted diseases. MMWR 1998;47(No. RR-1):28-49.
http://www.cdc.gov/nchstp/dstd/1998 STD_Guidlines/1998_guidelines_for_the treatment.htm
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TEAR OUT FOR FUTURE REFERENCE

Important Points in
Managing Syphilis During Pregnhancy
I nformation from CDC’s1998 Guidelines for Treatment of Sexually Transmitted Diseases!
Allwomenshouldbescreenedserol ogically for syphilisduringtheearly stagesof pregnancy. Inpopul ationsinwhichutilizationof prenatal care
isnotoptimal, RPR-cardtest screeningandtreatment (i .e.,if theRPR-cardtestisreactive) shoul dbeperformedat thetimeapregnancy i sdiagnosed.

For communitiesand popul ationsinwhichthepreval enceof syphilisishighorfor patientsat highrisk, serol ogi ctesting shoul dbeperformed
twiceduringthethirdtrimester, at 28weeksof gestationandat delivery.

Earlierthisyear, theMissouri General A ssembly passed|egisl ationwhichmakeschangestothestatute(210.030, RSM o) pertai ningtosyphilis
(and hepatitisB) testing of pregnantwomen. Withthesechanges, 210.030,RSM o now statesthat:

Everylicensed physician, midwife, registered nurseandall personswhomay undertake, inaprofessional way, theobstetrical and
gynecol ogical careof apregnantwomaninthestateof Missouri shall,if thewomanconsents, takeor causetobetakenasample
of venousbl ood of suchwoman at thetimeof thefirst prenatal examination, or not later thantwenty daysafter thefirst prenatal
examination, and subj ect such sampl etoanapprovedand standard serol ogical test for syphilis, anapprovedserol ogical testfor
hepatitisB and suchother treatabl edi seasesand metabol i cdi sordersasareprescribed by thedepartment of heal th. Inany area
of thestatedesignatedasasyphilisoutbreak areaby thedepartment of health, if themother consents, asampl eof her venousbl ood
shall betakenlater inthecourseof pregnancy and at delivery for additional testing for syphilisasmay beprescribed by the
department.........

Anywomanwhodeliversastillborninfant after 20weeksof gestationshoul dbetestedfor syphilis. Noinfant shoul dleavethehospital without
thematernal serol ogi cstatushavingbeendeterminedat | east onceduringpregnancy.

Diagnostic Considerations

Seropositivepregnantwomenshoul dbeconsideredinfectedunl essanadequatetreatment history isdocumentedclearlyinthemedi cal records
andsequential serologicantibodytitershavedeclined.

Treatment

Penicilliniseffectivefor preventing maternal transmissiontothefetusandfor treatingfetal -establishedinfection. Evidenceisinsufficientto
determinewhether thespecific, recommendedpenicillinregimensareoptimal .

Recommended Regimens

Treatment during pregnancy should bethepenicillinregimenappropriatefor thestageof syphilis.

Penicillin Allergy

Therearenoprovenalternativestopenicillinfor treatment of syphilisduring pregnancy. Pregnantwomenwhohaveahistory of penicillinallergy
shouldbede-sensitizedandtreatedwithpenicillin. Skintestingmay behel pful . [ Seethesectionon* M anagement of PatientsWhoHaveaHistory
of PenicillinAllergy” intheCDCtreatment guidelines.]]

Tetracyclineanddoxycyclineusually arenot usedduring pregnancy . Erythromycinshoul dnot beused, becauseit doesnotreliably cureaninfected
fetus. Dataareinsufficient torecommend azithromycinor ceftriaxone.

Other Management Considerations

Someexpertsrecommend additional therapy insomesettings. A second doseof benzathinepenicillin2.4millionunitsIM may beadministered
1week after theinitial dosefor womenwho haveprimary, secondary, or early latent syphilis. Ultrasonographic signsof fetal syphilis(i.e.,
hepatomegaly and hydrops) indi cateagreater risk for fetal treatment fail ure; such casesshoul d bemanagedinconsultationwithobstetricspecialists.

Womentreatedfor syphilisduringthesecondhal f of pregnancy areat risk for prematurelabor and/or fetal distressif thetreatment precipitates
theJarisch-Herxheimer reaction. Thesewomen shoul d beadvisedto seek obstetricattention after treatment if they noticeany contractionsor
decreaseinfetal movements. Stillbirthisararecomplication of treatment, but concernfor thiscompli cation shoul d not del ay necessary treatment.
All patientswhohavesyphilisshouldbeofferedtestingfor HIV infection.

Follow-Up

Coordinatedprenatal careandtreatmentfoll ow-uparei mportant, andsyphiliscasemanagement may hel pfacilitateprenatal enrolIment. Serologic
titersshouldberepeatedinthethirdtrimester and at delivery. Serol ogictitersmay bechecked monthly inwomenat highrisk for reinfectionor
ingeographicareasinwhichthepreval enceof syphilisishigh.

1. CDC. 1998 Guidelines for treatment of sexually transmitted diseases. MMWR 1998;47(No. RR-1): 28-49.
http://www.cdc.gov/nchstp/dstd/1998 STD_Guidlines/1998_guidelines_for _the treatment.htm
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Important Points in
Managing Chlamydial Infection in Adolescents and Adults
Information from CDC’s1998 Guidelines for Treatment of Sexually Transmitted Diseases!
A recentinvestigationof pati entsinaheal thmaintenanceorgani zation demonstrated that screeningandtreatment of [ Chlamydiatrachomatis]
cervical infectioncanreducethelikelihood of pelvicinflammatory disease(PI D). Treatment of i nfected pati entspreventstransmissionto sex

partners; and, for infected pregnant women, treatment might prevent transmission of C.trachomatistoinfantsduringbirth. Treatment of sex
partnershel psto prevent reinfection of theindex patient andinfection of other partners.

Thefollowingrecommendedtreatment regimensandtheal ternativeregimenscureinfectionandusually relievesymptoms.

Recommended Treatment Regimens for Chlamydial Infection in Adolescents and Adults

Azithromycinlgorallyinasingledose,
OR

Doxycycline100mgorally twiceaday for 7 days

Alternative regimens are discussed in the CDC treatment guidelines.1
Inpopulationswitherrati cheal th-care—seekingbehavior, poor compliancewithtreatment, or minimal follow-up, azithromycinmay bemorecost-
effectivebecauseit providessingle-dose, directly observedtherapy.

Tomaximizecompliancewithrecommendedtherapies, medi cati onsfor chlamydial infecti onsshoul dbedi spensedonsite, andthefirstdoseshoul d
bedirectly observed.

Follow-Up

Patientsdonot needtoberetestedfor chlamydiaafter compl etingtreatment with doxycyclineor azithromycin unlesssymptomspersist or
reinfectionissuspected, becausethesetherapiesarehighly efficacious.

Somestudieshavedemonstrated highratesof i nfectionamongwomenretested several monthsafter treatment, presumably becauseof rei nfection.
Insomepopulations(e.g., adol escents), rescreeningwomen several monthsafter treatment might beeffectivefor detectingfurther morbidity.

Management of Sex Partners

Patientsshouldbeinstructedtorefer their sex partnersfor eval uation, testing, andtreatment. Becauseexposureinterval shavereceivedlimited
evaluation, thefoll owingrecommendationsaresomewhat arbitrary . Sex partnersshoul dbeeval uated, tested, andtreatedif they had sexual contact
withthepatient duringthe60daysprecedingonset of symptomsinthepatient or diagnosisof chlamydia. Heal th-careprovidersshoul dtreat
themost recent sex partner evenif thetimeof thelast sexual contact was>60daysbeforeonset or diagnosis.

Patientsshoul dbeinstructedtoabstainfromsexual intercourseuntil they andtheir sex partnershavecompl etedtreatment. Becauseamicrobiol ogic
test of cureusually isnot recommended, abstinenceshoul d becontinued until therapy iscompl eted(i.e., 7 daysafter asingl e-doseregimenor
after completionof a7-day regimen). Timely treatment of sex partnersisessential for decreasingtherisk for reinfectingtheindex patient.

Pregnancy

Doxycyclineandofloxacin[whichisoneof thedrugsintheal ternativeregimenfor chlamydial infection] arecontrai ndicatedfor pregnant women.
Thesafety and efficacy of azithromycin usein pregnant andlactatingwomen havenot been established.

Either erythromycinor amoxicillinisrecommendedfor treatment of presumptiveor diagnosedC. trachomatisinfectionduring pregnancy. [ See
the CDCtreatment guidelines for moreinformation.] Repeat testing, preferably by culture, 3weeksafter compl etion of therapy with[these]
regimensisrecommended, becausea) noneof theseregimensarehighly effi caci ousandb) thef requent si deeffectsof erythromycinmightdiscourage
patient compliancewiththisregimen. Erythromycinestol atei scontrai ndi cated during pregnancy becauseof drug-rel ated hepatotoxicity.

1. CDC. 1998 Guidelines for treatment of sexually transmitted diseases. MMWR 1998;47(No. RR-1):53-59.
http://www.cdc.gov/nchstp/dstd/1998_STD_Guidlines/1998_guidelines_for_the_treatment.htm
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Psychological Effects of a Mass Casualty Incident

Marion Warwick, M.D., M.P.H.
Bioterrorism/Emergency ResponseUnit

The potentia for terrorism events to
causelarge numbersof victims, ranging
inthethousands, iscritical toappreciate
andplanfor. Discussionabout biological
terrorismlately hasrightly beenfocused
on the recognition and treatment of
physical casualties, but we should also
not neglect the profound effect that a
mass casualty event would have onthe
psyche: of individuals, communities, and
the nation. This article describes some
ideas about what to expect regarding
publicreactionstoamasscasualty event
which were raised at a conference
sponsored by the Armed Forces
Radiobiology Research Institute in
Bethesda, Maryland, July 25-27, 2000,
entitled, “The Operational Impact of
Psychol ogical CasualtiesfromWeapons
of Mass Destruction.”

Judging from past occurrences of
terrorist events, estimatesvary from4to
20 psychological victims for every
physical victiminamasscasualty event.
Inanexampleof theworst case, following
a recent radiological event in Goiania,
Brazil,inwhich250 personswereactually
exposed, 60,000 sought medical careand
5,000 had psychiatric symptoms, pro-
vidinga500to 1ratio of patientsseenin
the medical system to exposed victims
(12.5% of thepopul ationwereseen), and
a20to 1ratioof psychiatricto physical
casualties.

Psychological effects can be described
onaspectrum, from“worriedwell” (who
can actually manifest real symptoms
such asrashes, vomiting, etc.) to “ shell
shock” victims, who areliterally incapa-
citatedfrompsychological stress. Other
syndromes include becoming accident-
prone, devel opi ng unexpl ained physical
symptoms, or behavioral and conduct
disorders.

Some of the factors which have been
associated with anincreased number of
psychiatric casualties are:

* The number of physical casualties
(This is highly correlated with
psychological victims. Thegreater the
number of physical casualties, the
greater the number of psychological
casualties.)

¢ Lack of general knowledge about the
cause

* Physical proximity tolocationof event

* Increased publicity and mediacover-
age making it difficult to forget

Establishing trust with victims is of
critical importance. Psychological
victims can develop real physical
symptoms for which the cause is not
always readily distinguished. Even if a
patientisclearly apsychological victim,
it doesn’t rule out the possibility they
may haveal sobeen exposedtotheagent.
Each patient must be evaluated indi-

Disease Reporting

Cases of reportable diseases and conditions should be
reported promptly to your local health department, or to the
Missouri Department of Health at

(800) 392-0272
(during working hours).

The emergency number is
(573) 751-4674
(for after hours, weekends or holidays).
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vidually and carefully. Patient'sconcerns
must betakenseriously. If patientshave
toprovethey areill, they can't get well.
Health care workers may also become
psychological casualties.

Interventions include management of
misattribution of physical symptoms,
restoration of an effective social role,
and return to usual sources of support.
Constructive debriefing isan important
part of prevention and treatment of
psychiatric casualties. It needs to be
carefully approached. At times, it may
consist of groups sorting out what
actually happened sothat everyonegets
the overall picture, not necessarily of
individualstalking about their feelings.

A system for long term follow-up of
patientsis helpful. It isaway of saying
to them: “Wewon't forget you.” Japan
hasinstitutedyearly physicalsfor those
involved in the Sarin gas incident
including education on post traumatic
stressdisorder, counseling, and support
groups.

Behavioral health consequenceswill be
the most widespread, the most long
lasting, and the most expensive. A
Psychological Impacts and Effects
Course(PIE) isbeing devel oped through
directed congressional appropriation.

Additional Notes:

Further information and educational
material regarding the management of
chemical and biol ogical agent casualties
is available through the United States
Army Medical Research Institute of
Chemical Defense, Chemical Casualty
Care Division's web site at http://
ccc.apgea. army.mil/.

The Rhode | sland Emergency Manage-
ment Agency has developed a very
extensive list of world wide web links
that contain information on terrorism
and biological warfare. Theweb pageis
located athttp://www.state.ri.usriema/

15



Hazardous Substances Emergency Events Surveillance
1999 Annual Report*

Debby Hanlon
Office of Surveillance

The Hazardous Substances Emergency
Events Surveillance (HSEES) program,
established by the federal Agency for
Toxic Substancesand Disease Registry
(ATSDR) in 1990, collects information
on the direct public health impact of
emergency eventsinvolving hazardous
substances. Missouri’ SHSEESprogram
receives notifications of incidents
involving hazardous substances from
several sources, includingthe Missouri
Department of Natural Resources’
Environmental Services Program, the
United States Coast Guard’s National
ResponseCenter, thefederal Department
of Transportation’ sHazardousMaterials
Information System, the Missouri State
Highway Patrol, and the media. Addi-
tional information regarding releasesis
obtainedfromtheMissouri Departments
of Agriculture, Conservation, Public
Safety and Transportation; local and
regional environmental protection
agencies; local public health agencies;
first responders; incident commanders;
individuals or businesses responsible
for the spill; hospitals; employees; and
witnesses and victims of hazardous
substance emergency events.

The Missouri HSEES program has
completeditssixthyear of datacollection.
Astheprogram continues, new notifica-
tion and data sources are explored, and
information is analyzed and shared to
determine the public health impact of
emergency eventsinvolving therelease
of hazardoussubstancesinthestate. All
Missouri HSEES data is transferred to
ATSDRthroughaweb-based dataentry
system for analysis along with the data
gathered fromthe other 14 participating
states. Identifiers are encrypted upon
transfer for confidentiality.

7

released.

Case Definition for
Hazardous Substance Emergency Events

A hazardous substance release is entered in the HSEES system
if it meets the following criteria:

1. Anuncontrolled or illegal release or threatened release
of one or more hazardous substances; and

2. The substances that are actually released or threatened
tobereleased include ALL hazardous substances except
petroleum products; and

3. The quantity of the hazardous substances that are
released, or are threatened to be released, need (or
would need) to be removed, cleaned up, or neutralized
according to federal, state or local law; or

4. Only a threatened release of hazardous substances
exists, but this threat leads to an action such as an
evacuation that can potentially impact on the health of
employees, respondersor the general public. Thisaction
makesthe eventeligible forinclusion into the surveillance
system even though the hazardous substances are not

Becausethegoal of theHSEES program
is to reduce morbidity and mortality
related to hazardous substances emer-
gency events, it is important that the
public, emergency responders, employ-
ees and industries receive information
and feedback from the program con-
cerning hazardoussubstanceemergency
events. In those cases where devel op-
ment of intervention strategies might
prevent similar incidents, specific
summary investigation reports are
prepared and distributed to the com-
munity involved. Outreachactivitiesare
also conducted to promote prevention
strategies and increase knowledge and
awareness for industries, local emer-
gency planning committees, emergency

* Data provided in this report for 1999 are preliminary. This report was supported by funds from the
Comprehensive Environmental Response, Compensation, and Liability Act (CERCLA) trust fund
provided to the Missouri Department of Health under Cooperative Agreement Number U61/ATU780955-
06 from the Agency for Toxic Substances and Disease Registry, Public Health Service, U.S. Department

of Health and Human Services.
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responders, health care providers and
the general public.

Analysis of Data on Hazardous
Substances Emergency Events

Duringcalendar year 1999, 291incidents
were reported in Missouri that met the
hazardoussubstancesemergency event
casedefinition (seesidebar). All of these
events involved actual releases of
hazardous substances. Of the total
number of events, 279 (95.9%) involved
the release of only one substance, and
12 (4.1%) involved therelease of two or
more substances. The most commonly
released substance was ammonia,
occurring in 36 (12.4%) events.

Reported eventswerescatteredthrough-
out the state, occurring in 59 counties
andtheCity of St. Louis. Thisrepresents
52.2 percent of thecountiesinthestate.

Missouri Epidemiol ogist



Events occurred primarily in counties
where there are larger cities, interstate
highways and large manufacturing or
mining facilities. (See Figure 1 for the
number of events occurring in each
county.)

Of the 291 total events, 39 (13.4%)
occurred on weekendsand 252 (86.6%)
occurred on weekdays. The actual
number of events occurring by day of
theweekis: Monday (39), Tuesday (48),
Wednesday (67), Thursday (61), Friday
(37), Saturday (21) and Sunday (18).

Fixed facilities were involved in 165
(56.7%) of theevents, while 126 events
(43.3%) weretransportation-related. Of
thefixed-facility events, 66 (40.0%) were
dueto equipment failureand 55 (33.3%)
were dueto operator error. Thirty-eight
(23.0%) events occurred due to factors
other than those mentioned above. In
the remaining six events (3.6%), the
contributing factor was unknown. For
transportation events, 115 (91.3%)
involved ground transportation and 10
(7.9%) involvedrail transportation. One
event involved air transportation.

A total of 23(7.9%) eventsresultedin 71
victims sustaining single or multiple
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Figure 1. Number of non-petroleum hazardous substances emergency events by

county, Missouri, 1999.

injuries(112total injuries). Thirteenfixed-
facility eventsresultedin50victims, and
10 transportation events resulted in 21
victims. Tablelillustratesthepercentage
of events with victims and number of

victims by substance type. Some
substance types, such as “Other
inorganic substances’, have a low
percentage of eventswith victims, even

(continued on page 18)

Table 1. Percentage of Events with Victims and Number of Victims by Substance Type, Missouri, 1999

No. of Total Per centage

Substance Type No. of Events With No. of of Events

(events with one substance released) Events % Victims % Victims With Victims
Acids 26 8.9 2 8.7 4 1.7
Ammonia 36 124 2 8.7 10 5.6
Bases 18 6.2 1 43 1 5.6
Chlorine 3 10 2 8.7 26 66.7
Other inorganic substances 41 141 1 4.3 1 24
Paints and dyes 19 6.5 1 43 3 53
Pesticides 8 2.7 2 8.7 3 250
Polychlorinated bi phenyls 10 34 0 0.0 0 0.0
Vol atileorganiccompounds 33 113 3 13.0 4 9.1
Other substances 69 237 3 130 4 4.3
Mixtures® 16 55 1 4.3 5 6.3
Subtotal 279 957 18 78.0 61 6.5
Multiple Substance Events** 12 4.1 5 21.7 10 41.7
Grand Total 291 99.8 23 99.7 71 7.9

*One substance comprised of a mixture of substances of different types
** Eventsinvolving the release of more than one substance type
***Total percentages less than 100% due to rounding to the nearest decimal point
September-October 2000 17



(continued from page 17)

though these substances are more
freguently released; however, twoof the
three events (66.7%) involving the
release of chlorine had a total of 26
victims.

The most common types of injuries
reported wererespiratory irritation (39),
eye irritation (29), trauma (13) and
gastrointestinal symptoms (9). Injuries
experienced al so included chemical and
thermal burns, skin irritation and
headache. (See Figure 2.)

Of the 71 victims, 24 were employees, 7
were responders (police, fire, and
emergency medical technician person-
nel), and 40 weremembersof thegeneral
public (including one student). Ten
victims weretreated at the scene of the
event, 46 were treated at a hospital but
were not admitted, 7 were treated at a
hospital and admitted, 5weretakentoa
hospital with symptoms and were
observed (not admitted or treated), and
3victimsdied.

The greatest number of injuries in a
singleevent occurred when 1,000 pounds
of chlorinegaswerereleased asacylinder
wasbeingloadedintoadelivery truck by
acraneand dropped to theground. The
gasbegantoleak whenaseamruptured,
making it impossible to plug or patch.
Two employees and 23 members of the
general public who resided in the area
sufferedrespiratory andeyeirritationas
a result of exposure. One victim was
admitted to the hospital; the remaining
24 victims were treated and released.
The cost for the HAZMAT team'’s
responsewasestimated to bemorethan
$7,500.00. Thecost to thefacility inlost
wages and productivity was not
determined. In addition to the victims,
approximately 150 individuals (employ-
ees and residents of the area) were
evacuated and kept off their properties
for seven hours, and a major highway
was closed for five hours.

Threefatalitiesoccurredinthreeseparate
events. Twodeathsweretransportation-
related and onedeath occurred at afixed
facility. Inthefirsttransportation-related
event, anindividual wasdrivingacar on
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Figure 2. Number of injuries reported by type, Missouri HSEES, 1999.

an interstate highway. The passenger
was holding a makeshift canister of
anhydrous ammonia on his lap. The
container exploded, resulting in the
passenger’s death. The driver suffered
severeinjuries and was hospitalized for
seven days. One firefighter, one emer-
gency medical technician and one
individual fromthe general public, all of
whom stopped to help, suffered from
respiratory problems and inhalation
burns. Thecauseof thesmokeemanating
fromthecar wasnotimmediately known
whentheseindividual spulledthedriver
and passenger away from the car. It is
alleged that theammoniawasto beused
for methamphetamine production.

Thesecond transportation-rel ated death
occurredwhenatanker trailer overturned
and released six gallons of sodium
hydroxide. Thedriver of thevehicledied
from injuries sustained after being
gjected from the vehicle.

Thethirdfatality occurredinanexplosion
at a fireworks factory. One employee
died from trauma and burns sustained
duringtheexpl osion. Another empl oyee,
who was pregnant, suffered serious
injuries and required an emergency
Cesarean section.

Evacuationswereordered by an official
in 30 (10.3%) events. Twenty-seven
evacuations involved a total of 2,393
people. Thenumber of peopleevacuated
in three events is unknown. Sixteen

evacuations involved a building or an
affected part of abuilding, six werewithin
aspecifiedradiusof arelease, four were
downwind, two were both within a
specifiedradiusand downwind, andtwo
weremadewithnodefined criteriafor the
evacuated area.

One event involving the release of
anhydrous ammonia had the largest
number of people evacuated. An
estimated 250 pounds of anhydrous
ammonia were released due to a faulty
valve at a chicken processing plant.
Approximately 540 peopleat thefacility
and at a nearby campground were
evacuated for two hours. The incident
occurred at 3:00 am. on Memoria Day.

Reporting Events

The Missouri HSEES program is
indebted to the Missouri Department of
Natural Resources’ Environmental
Services Program for helping to inves-
tigate these hazardous substances
emergency events. TheHSEESprogram
reliesheavily onthisunitfor notification
of events and frequently contactsthem
for information regarding releases.

For additional information, please visit
the HSEESweb site athttp: //mww.health.
state.mo.us’hsees or contact: Debby
Hanlon, HSEES Coordinator, Missouri
Department of Headlth, P.O. Box 570,
Jefferson City, MO 65102-0570, Ph: (573)
526-1686.
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1999 Outbreaks of
Communicable
Disease

(continued from page 3)

community outbreaks have been better
reported than those occurring within
health care facilities/institutions.

Although recent medical literature
suggests that today’s health care
environment of under staffingand sicker
patientsisresulting in an increase of
clustersor outbreaksof disease, during
1999, only 31 nosocomial disease
clustersor outbreakswerereportedfor
Missouri. The reported 31 disease
outbreaks affected 964 individuals as
compared to 45 nosocomial outbreaks
affecting 941 persons in 1998. Table 2
categorizes these outbreaks by cause
and number of cases.

Two methicillin-resistant Staphylococ-
cusaureus(MRSA) outbreaksinvolved

AT ERERRENSE

=" Addition to Gonorrhea Treatment Recommendations: Anincreased prevalence of fluoroquinolone-
resistant gonorrhea in Hawaii has recently been reported. CDC now recommends that for all patients
diagnosed with gonorrhea in the United States, a travel history, including sex partner(s) travel history,
should be obtained. If patients or their sex partners are likely to have acquired gonococcal infections
in Hawaii, the Pacific Islands, or Asia, they should not be treated with fluoroquinolone antimicrobials;
instead, ceftriaxone or cefixime should be used. (See page 11 for recommended treatment regimens.)

For those unable to tolerate a cephalosporin, spectinomycin should be used.
Source: CDC. Fluoroquinolone-resistance inNeisseriagonorrhoeae, Hawaii, 1999, and decreased
susceptibility to azithromycin in N. gonorrhoeae, Missouri, 1999. MMWR 2000;49(37):833-7.

guestions.

S

multiplesitesof infection. Strict attention
to handwashing and the cohorting of
infected persons were effective in
stopping the further spread of MRSA.

An outbreak of Group A Streptococcus
involved 20 children in a hospital
pediatric unit over a period of several
weeks. Pharyngeal swabswereobtained
on all patients on the unit aswell asall
staff. Cultureswerereported asnegative
for all staff. A child admitted for an
alergicreactiontoanantibiotic, withthe
antibioticdiscontinued, waslater found
to be culture positive and was most
likely the index case.

A facility’s infection control nurse
rapidly identified a cluster of five
Clostridium difficileinfections. Two of
the five cases were identified as being
infected at the time of admission. One
case had been on long-term antibiotics
and nosocomial spread to two other
persons was evidenced. Rapid imple-
mentation of effective infection control

measures prevented an ongoing out-
break.

Theoutbreaksof influenzaandinfluenza-
likeillnesses occurred largely in elderly
persons with documented influenza
vaccinations. Hospitalizations were
minimal with the exception of one
outbreak that affected five personsina
grouphome. All fiveof theseindividuals
required hospitalization and one died.

Two Norwalk-like viral outbreaks of
acute gastrointestinal illness were also
identified. Thesetwooutbreaksresulted
in50 percent of carereceiversbecoming
ill and 20 percent of health care givers
reporting illness in each facility. Strict
handwashing by both carereceiversand
caregiversaswell ascohorting of theill
didlittletostemthespread of thisrapidly
transmissibleinfectionin either facility.
Wearing of maskstoempty emesisbasins
andtoflushdiarrheastool did not occur
until late into the outbreak, but may be
the key to stopping the spread of this
virusto others.

=¥ High Blood Pressure Web Page: The National Heart, Lung and Blood Institute (NHLBI), National
Institutes of Health and its National High Blood Pressure Education Program have launched a high blood
pressure web page. This web page is designed as a resource for the general public, physicians,
community organizations, the media and other health care professionals. The web page is part of
NHLBI's web site and can be found at http://www.nhlbi.nih.gov/hbp/index.html. If you would like
additional information on high blood pressure resources, please contact the Missouri Cardiovascular
Health Program at (800) 316-0935.

=" Missouri Department of Health State Public Health Laboratory Web Page: This web page can
be accessed using the pull down menu on the Department of Health home page athttp://www.health.
state.mo.us, or directly athttp://www.health.state.mo.us/Lab/index.htm. The web page contains
information regarding the various tests available through the State Public Health Laboratory, and
includes instructions for collecting and submitting specimens as well as phone numbers to call with

A
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1999-2000 Influenza Season: Greene County, Missouri

Nancy S. Hoeman, M.S,, R.N.
Lester L. Cox College of Nursing and
Health Sciences

Kevin S Gipson, B.A.

William*“ Clay” Goddard, M.P.A.
Barbara Hunter, R.N., B.SN., C.I.C.
Springfield-Greene County Health
Department

Introduction

Influenza epidemics occur in the United
Statesvirtually every year duringwinter
months, accounting for substantial
morbidity and mortality, including an
average of 114,000 hospitalizationsand
20,000 deaths annually.* This report
summarizes influenza data from Greene
County, Missouri, collected during the
19992000 influenza season.

A variety of factors may have contrib-
uted to a perception that the 1999-2000
influenza season was particularly
severe.? Outbreaks of influenza-like
illnessesresultedinhigh frequenciesof
visits to physicians’ offices and
emergency rooms, and in hospital
admissions. The advent and marketing
of two new prescription anti-influenza
drugspossibly influenced care-seeking
behavior of patients3*Many hospitals
in Missouri reached maximum capacity
requiring diversion of patientsto other
facilities, prompting an informational
releasein early January by Dr. Maureen
Dempsey, Director of the Missouri
Department of Health, advising citizens

on proper use of emergency rooms and
other medical facilities.

Thisstudy wasinitiatedin January 2000,
to provide adescriptive analysis of the
influenza season, defined as October 1,
1999-April 30, 2000, in Greene County,
Missouri. Three major sources of
informationfor thereportincluderoutine
surveillance data collected by the
Springfield-Greene County Health
Department, pneumonia and influenza
mortality datafor the past fiveinfluenza
seasons, and asurvey of Greene County
primary care physicians and nursing
homesconducted during April and May
2000.

1999-2000 Influenza Season

The first laboratory-confirmed case of
influenza for the 1999-2000 influenza
season in Missouri was reported on
October 12, 1999, approximately one
month earlier than in previous years.
ThiswasatypeA strain, whichoccurred
in a 13-year-old Greene County female.
Sporadic cases appeared in Greene
County until late December, when an
increaseininfluenzaactivity wasnoted.
For the week ending January 7, 2000,
therewere 45 confirmed casesof type A
influenza. Duringathree-day periodfrom
January 3-5, 2000, health carefacilities
in Springfield reported a total of 203
cases of influenza-like illnesses not
confirmed by laboratory testing. A press
briefing was held on January 7, 2000,
coordinated by the Springfield-Greene

County Health Department with repre-
sentativesfrom Cox Health Systemsand
St. John’ s Health System, to inform the
public of preventive measures for
influenzaand signs/symptomswarrant-
ingmedical attention. Similarinformation
was disseminated through a telephone
“influenza hotline” and the Health
Department web site.

By theweek ending January 21, 2000, the
Springfield-Greene County Health
Department had received reportsof 170
laboratory-confirmed casesof influenza;
one additional case was reported by
March 3, 2000. All 171 cases reported
during the season from October 1, 1999
through April 30, 2000 were type A
influenza, and all cases for which viral
subtypes were available were A(H3N2)
viruses. Laboratory testing for 154
(91.1%) cases was performed by rapid
assay, and viral cultureswere obtained
on 17 (9.1%) cases. Examination of
demographiccharacteristicsof confirm-
ed cases revealed an age range of 13
days to 95 years, with 87 cases (51%)
occurringinindividualsfrombirthto 19
years, and 24 cases (14%) in persons 65
years and older. The mean age of
confirmed cases was 27.1 years, and
median age 45 years.

In comparison, during the 1998-1999
influenzaseason, atotal of 85| aboratory-
confirmed casereportswerereceived by
the Springfield-Greene County Health
Department, of which82weretypeA and
3weretypeB. Thelaboratory-confirmed

Table 1. Pneumonia and Influenza (P&I) Mortality by Influenza Season, Greene County, Missouri,

October 1, 1999-April 30, 2000.

Total Deaths Per cent
P& I Mean Age Median Age Age in Time P& I Cause-
Y ear Deaths (years) (years) Range Period Specific Deaths

1995-1996 100 75.0 82 1 day-94 yr 2,010 4.98%
1996-1997 130 74.9 80 1 day-99 yr 2,075 6.27 %
1997-1998 150 811 34 9yr-100 yr 2,144 7.00%
1998-1999 121 81.3 83 32 yr-102 yr 2,041 5.93 %
1999-2000 109 78.3 82 30 yr-100 yr 2122 5.14 %
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caseratewas 74.6 per 100,000 popul ation
for the 1999-2000 season, in contrast to
37.44per 100,000 popul ationforthe1998—
1999 season. The 1998-1999 influenza
season was more representative of
patternsseenin past seasons, withonly
three weeks in which more than ten
laboratory-confirmed caseswerereport-
ed and peak activity occurredinweeks8
to 10 (weeks ending February 25 and
March 25). During the1999-2000 season,
more than ten laboratory-confirmed
caseswerereported per week for seven
consecutive weeks, beginning in early
December and ending in late January.

Since laboratory confirmation of
influenza is performed on only a small
proportion of cases of influenza and
influenza-like illness, a more reliable
indicator of the severity of aninfluenza
season is mortality due to pneumonia
andinfluenza, whicharereportedasone
category. Death certificatesfor all deaths
in Greene County with pneumonia and
influenzaasprimary causeof deathwere
reviewedforafive-year period,beginning
with the 1995-96 influenza season. The
case definition for pneumoniaincludes
viral pneumonia; pneumococcal and
other bacterial pneumonia; broncho-
pneumonia, organism unspecified; and
pneumoniadueto other and unspecified
organism. Pneumonia and influenza
deaths during the 1999-2000 influenza
season humbered 109; pneumonia and
influenza deaths during the past five
influenza seasons ranged from 100-150
per year. (See Table 1)

While the number of laboratory-con-
firmed cases of influenza was con-
siderably greater during the 1999-2000
influenzaseasonthanin1998-1999, total
deaths from pneumonia and influenza
and the cause-specific death rate were
lower thanthepreviousthreeyears. The
percent of pneumonia and influenza
cause-specific deathsfor the 1999-2000
season (5.14%) waslower than thefive-
year mean percent for cause-specific
deaths (5.86%). This difference may be
attributable to varied factors, neces-
sitating cautionininterpretation. Several
variables influence the reporting of
laboratory-confirmed influenza cases,

September-October 2000

Table 2. Number and Percentage of Respondents Who Obtain
Laboratory Confirmation in 0%, 1-25%, 26-50%, 51-75%, and 76—
100% of Their Patients With Influenza-Like lliness, Greene County,
Missouri, October 1, 1999-April 30, 2000.

Per centage of Cases of Influenza-Like Respondents
IlIness Which Received L aboratory Confirmation Number  Percent
None (0%) 31 33.7%
1-25% A 58.7%
26-50% 2 2.2%
51-75% 2 2.2%
76-100% 2 2.2%
No Response 1 11%
Total 92 100.0%

including care seeking by patients, and
medical decisionsto perform laboratory
testingin order to confirmadiagnosisor
to prescribe specific anti-viral therapy.
Mortality dataareconsistently reported
and provideabasisfor comparisonwith
previousyears.

Survey of Primary Care Providers

In order to supplement influenza
morbidity and mortality data obtained
through routine surveillance mecha-
nisms, asurvey of Greene County primary
care physiciansand nursing homeswas
conducted in April and May 2000. The
purpose of the survey was to gather
information from providers to assist in
eval uationof theseverity of theinfluenza
season, and to describe diagnostic
practices and use of anti-viral drug
therapy, which may have affected the
number of confirmed cases reported.
Thesurvey wasmailedtoaconvenience
sampleof primary carephysiciansinthe
speciaties of family practice, internal
medicine, pediatrics, and geriatrics, and
to nursing homesin Greene County. Of
224 surveys distributed, 92 (41%) were
returned, withthefollowingdistribution
by specialty: family practice 41 (44.6%),
internal medicine 25 (27.2%), pediatrics
14(15.2%), geriatrics8(4.3%) andnursing
homes 4 (8.7%). Because of the small
number of respondentsin somegroups,
theanalysisof survey resultswaslimited
to descriptive statistics.

Providerswereaskedtoratetheseverity
of the 1999-2000 influenza season on a
five-point Likert scale comparing the

number of casesof influenza-likeillness
seen in past seasons. Of the surveys
returned, 62 percent rated the 1999-2000
influenza season as much worse or
somewhat worse than past seasons, 25
percent about the sameaspast seasons,
and 12 percent as somewhat better or
much better than past seasons.

Todescribepatternsinuseof laboratory
testing for diagnosis, respondentswere
asked the proportion of influenza-like
illnesses for which laboratory confir-
mation was obtained, the method of
laboratory testing utilized, and the
primary use of laboratory confirmation
for viral respiratory illness (confirm
diagnosisfor specificanti-viral therapy;
rule out other viral illnesses, including
respiratory syncytial virus (RSV); rule
out bacterial illness, including pneumo-
nia; or did not obtain laboratory
confirmation).

Laboratory testing for confirmation of
influenza was not used for the majority
of cases seen by responding providers.
Of the 92 respondents, 85 (92.4%)
obtained laboratory confirmation on 25
percent or fewer of cases, including 31
(33.7%) who reported that laboratory
testing wasnot obtained onany patient,
and 54 (58.7%) who reported obtaining
laboratory confirmationon 1-25 percent.
(See Table 2.) Some providers wrote
comments on the survey indicating
specific patterns of diagnostic testing,
such asat thebeginning of theseasonto
confirm the presence of influenza.
(continued on page 22)
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(continued from page 21)

The predominant method of laboratory
confirmation utilized was rapid assay,
reported by 42 (45.7%) respondents. Viral
cultures were obtained by 11 (12.8%)
providers, and use of both tests was
reported by 4 (4.3%). A total of 26
providers (28.3%) reported that no
laboratory testing was ordered. The
primary use of laboratory diagnostic
testing was to confirm the diagnosis of
influenzafor specific anti-viral therapy,
comprising 39.1 percent of theresponses
from those providers who utilized
confirmatory testing.

Respondentswereaskedtoindicatethe
proportion of their patients with “flu-
like” viral respiratory illnesseswhowere
treated with anti-viral drugs. Of the 92
respondents:

* 4 (4.3%) reported that none of their
patientswithinfluenza-likeillnesswere
given anti-viral drugs

* 38 (41.3%) reported that 1-20 percent
of such patients were given anti-viral
drugs

® 22(23.9%) reported that 21-40 percent
of such patients were given anti-viral
drugs

* 10(10.9%) reported that 41-60 percent
of such patients were given anti-viral
drugs

* 17(18.5%) reported that >60 percent of
such patients were given anti-viral
drugs

* 1(1.1%) didnotrespondtothequestion

Toidentify patternsintheuseof specific
anti-viral drug therapy for treatment of
influenza, the survey included a fixed-
choice item asking respondents to
indicate whether drug therapy was not
used, wasusedfor treatment of influenza
with laboratory confirmation, or was
used for treatment without laboratory
confirmation. Drug therapy for prophy-
laxis of influenza was not included,
because utilization for thisindicationis
less likely to affect the number of
laboratory-confirmed cases reported,
and because the newly rel eased agents
zanamivir (Relenza) and oseltamivir
(Tamiflu) arenot approvedforinfluenza
prophylaxis.

2

Table 3. Anti-Viral Drugs Most Often Prescribed for Viral Respiratory
lliness (n=92), Greene County, Missouri, October 1, 1999—-April 30, 2000

Drug
Amantadine (Symmetrel)
Rimantadine (Flumadine)
Zanamivir (Relenza)
Osdtamivir (Tamiflu)
Multiple agents

No response

Number of Per cent of
Responses Responses

15 16.3%

26 28.3%

16 17.4%

25 27.2%

4 4.3%

6 6.5%

Themajority of providersrespondingto
the survey (63%) used anti-viral drugs
for treatment of influenza without
laboratory confirmation. Treatment of
influenza with laboratory confirmation
was reported by 14.1 percent, and ten
respondents(10.9%) indicated that they
prescribe anti-viral therapy both with
and without lab confirmation. Nine
providers (9.8%) indicated that they do
not prescribe anti-viral agents for
influenza.

The anti-viral drugs most often used
during the 1999-2000 influenza season
by providers who prescribed these
agents were rimantadine (Flumadine)
28.3 percent and oseltamivir (Tamiflu)
27.2 percent. Amantadine (Symmetrel)
wasused by 16.3 percent, and zanamivir
(Relenza) by 17.4 percent of prescribing
providers. (SeeTable3.) Nodifferences
werefoundintheutilization of theolder
agents amantadine and rimantadine
(44.6%) as compared to the newly
released zanamivir and oseltamivir
(44.6%).

Results

Analysisof available data supportsthe
conclusion that influenza activity in
Greene County, Missouri during the
1999-2000 influenza season began and
peaked early, with most activity occur-
ring in a brief period of time from late
December to early January. Factorsthat
may have contributed to an increased
number of laboratory-confirmed cases
of influenzaincludedpublicity and public
education campaigns which may have
resulted inmorepatientsseeking carein
physicians’ offices and emergency

rooms, and the availability of new anti-
viral drugs which may have led to
increased diagnostictesting. Itisnoted
that a small proportion of “flu-like”
illnesses were laboratory-confirmed,
with 92 percent of providers surveyed
reportinglaboratory testing of 25 percent
or fewer of cases. Only one of the 171
laboratory-confirmed cases occurred
after thethirdweekinJanuary, indicating
that combined publicand private health
care systems' efforts to educate the
public on prevention was successful in
reducing the number of influenza cases
after theinitial outbreak.

Thetrue measure of the severity of any
influenzaseasonisrelated mortality. The
severity of thisinfluenzaseasoninterms
of pneumoniaandinfluenzadeathswas
actually less than the five-year mean.
This may be due in part to a greater
number of high-riskindividual sreceiving
influenza vaccine coupled with more
physicians prescribing new anti-viral
drugs. Based on the available data it
appears that the 1999-2000 influenza
seasonwasnot anextraordinarily severe
season even though it was earlier than
most years. This season was different,
in that the majority of cases were seen
during athree-week period shortly after
the Christmas holiday. This may have
given practitioners an impression that
this was a severe season based on the
number of cases observed during this
short period of time. Theunique nature
of thisseason asdescribed by theshort,
yet intense duration demonstrates the
need for a community-wide effort to
prepare for the possible debilitating
effects of an influenza epidemic.
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REFERENCES

1. Bramer TL, lzurieta HS, Fukuda J,
Schmeltz LM, Regnery HL, Hall HE,
Cox NJ. Surveillance for influenza—
United States, 1994-95, 1995-96, and
1997-98 seasons. MMWR 2000;49
(SS-3):13-28.

2. Kansas City Health Department,
Division of Communicable Disease
Control. Next season’s flu vaccine.
Community and Hospital Letter
2000;20(9):2-3.

3. Bavley A. Flu mania strikes. People
flock todoctorsto get new medicines.
The Kansas City Star, January 14,
2000:B1.

4, VandeWater J. Officials report wide-
spread flu outbreak: Two new drugs
can help with symptoms. St. Louis
Post- Dispatch, January 6, 2000:B1.

Recommendations for
Sub-Saharan African
Immigrants/Refugees

(continued from page 1)

Preventable and Tuberculosis Disease
Elimination a (573) 751-6122 or (800)
611-2912. If you have questionsregard-
ing HIV counseling and testing, please
contact the MDOH's Section of STD/
HIV/AIDSPreventionand CareServices
at (573) 751-6439 or (800) 359-6259. For
general questions regarding these
recommendations, please call the Office
of Epidemiology at (573) 751-6128.

A particularly good source for infor-
mation on TB testing, diagnosis, and
management is CDC' sCoreCurriculum
on Tuberculosis (4th Edition, 2000),
whichisavailableathttp:/Mmww.cdc.gov/
nchstp/tb/ .
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Sexually Transmitted
Diseases in Missouri:
1999

(continued from page 10)

362-1872, Email at std/hiv@im.wustl.
edu, or visit their web site at: http://
www.umsl.edu/services/itc/std_ptc.
html .

Recommendations from CDC for the
treatment and prevention of sexualy
transmitted diseases were updated in
1998 (CDC. 1998 Guiddinesfor Treatment
of Sexually Transmitted Diseases,
MMWR 1998;47[No. RR-1]). These
guidelines are available at: http:/Aww.
cdc.gov/nchstp/dstd/1998 STD_
Guidlines/1998 guidelines for_the
treatment.htm. Additional recommen-
dations relative to treatment of
gonorrhea are contained in a recent
MMWR article3 andarea soincludedin
the summary of gonnorrhea treatment
on page 11.

A number of links to STD-related web
sites are available on the Missouri
Department of Health Home Page at:
http://www.health.state.mo.us/
GLRequest/ID/LinksSTD.html.
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HEDIS is a set of standardized
performance measures designed to
ensure that purchasers and con-
sumershavetheinformationthey need
to reliably compare the performance
of managed health care plans. For
more information, see the following
web sites:
http://www.cdc.gov/nchstp/dstd/
HEDIShtm
http://www.ncqa.or g/Pages/
Programs/HEDI Sindex.htm

. CDC. Fluoroquinolone-resistancein

Neisseriagonorrhoeae, Hawaii, 1999,
and decreased susceptibility to
azithromycin in N. gonorrhoeae,
Missouri, 1999. MMWR 2000;49(37):
833-7.
http:/Aww.cdc.gov/immwr //pr eview/
mmwr html/mm4937al.htm
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us/MoEpi/MoEpi.html.
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The Department of Health web site has recently
undergone changes to make it more user friendly.
Electronic copies of the Missouri Epidemiologist can
now be found under "News," or you can directly access
issues of this newsletter at http://www.health.state.mo.

Information published in the Missouri Epidemiologist
Is not copyrighted and can be reproduced without
permission for further distribution. We would, however,
ask that you acknowledge the Missouri Epidemiologist
as the source of the information reproduced.
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Centers for Disease Control and Prevention (CDC)
Launches Internet Site in Spanish

CDC has launched its Spanish language web site, CDC En Espafiol, on the World-Wide Web
at http://www.cdc.gov/spanish/. It is also accessible from the left navigation side bar of the
CDC home page.

CDC En Espanol is not a translation of the English language web site but is a site tailored
to Hispanic/Latino populations. It provides health-related information to the Hispanic/
Latino professional and to the Spanish-speaking community. The site also includes
information directed at special groups, such as adolescents, students, teachers, patients,
health-care providers, women, and men.

Included is information from CDC and Agency for Toxic Substances and Disease Registry
(ATSDR) centers, institutes, and offices and appropriate links to other key federal agency web
sites that are important to the Hispanic/Latino community. CDC En Espafol provides an
opportunity for CDC/ATSDR and its national and international partners to access common
information and discuss issues.

Questions related to CDC En Espafol can be sent by e-mail to spanish@cdc.gov.
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